It's time for another thrilling instalment in the life of a President. And I'm in a hotel again. Despite the summer reputedly being the silly season a lot seems to have been happening. The biggest thing that happened for me is I got married on 1st September and I can safely say life's major events are wasted on the young. We had a wonderful day, but too soon it was nose back to the grindstone and back on GNER.
It has also been an exciting time for the Society as the Secretariat moved into the new offices in Churchill House on 1st September. The office is still full of boxes waiting to be unpacked, but gradually things are getting back to normal. The facilities for meetings in Churchill House are excellent and we had hoped to be able to run two small seminars later this year, however a combination of circumstances conspired to make this difficult so they have been rescheduled for early next year. I hope these become a popular feature for the Society's members. If you want to suggest topics or indeed offer to organise a meeting please get in touch with Peter Macnaughton, Chairman of the Education and Training Committee (peter.macnaughton@ phnt.swest.nhs.uk). The website, as many of you will have noticed, had a terminal experience over the summer and the cost of fixing it (at a time we were considering a re-write anyway) was too great. The old website was not intuitively obvious to navigate your way around, so when it reappears it will be all new and hopefully easier to use thanks to the efforts of Bob Winter and Sam Waddy.
There are several big topics concerning Critical Care at present. On Friday 13th October the 'Preparation for an Influenza Pandemic' conference launched the Department of Health (DH)/ICS Critical Care Contingency Planning document, a major piece of work undertaken by the multiprofessional Critical Care Contingency Planning Group Chaired by Bruce Taylor and Verity Kemp (from the Division of Emergency Preparedness). Clearly strategies must be local as each hospital has different facilities and issues, however we hope this guidance will enable Intensivists to engage authoritatively with their Trusts and Networks in this local planning. The Society has been particularly anxious to engage both the DH and the public in the ethical issues we may face when overwhelmed with patients, many of them children, whom we may be unable to treat because of insufficient resources. It was therefore very disappointing that after the positive experience with the planning work we learned that a flu pandemic ethical group had been convened that had no representation from critical care. Whilst there are many more areas to consider other than critical care, it seems clear that the big life and death choices will be made around us and our patients, and to not invite us to the table was unfortunate. Fortunately, after extensive representation we now have Dr John Colvin from Scotland as our representative on the group. I am a fan of the network concept and understand that at least 5 critical care networks are not really functioning as such, which still seems a lost opportunity. We are usually very good at clinical networking …after all we have been shipping patients between each others' units for years. The problem seems to be with engaging commissioners in networks and local planning for critical care. I understand one new Strategic Health Authority Chair is actively opposed to networks, which seems very strange to me. The Network Medical Lead, Jane Harper, is now a Council member and Jane Eddleston, her predecessor, is the DH Critical Care Advisor. If there is anything any of us can do to help local situations we are very willing to become involved, but I do understand that many are probably now fed up banging their heads against the walls, and it can be nice to stop.
One of today's meetings (the other was the Royal College of Physicians Critical Care Committee) was with a multispecialty team looking at the potential implications of running hospitals receiving selected or unselected acute medical patients without onsite emergency surgical or level 3 critical care support. This is going to become more common as service reconfiguration is driven by changes in the medical workforce. One of the outcomes of the meeting was a plan to undertake a survey to see what is currently happening, mostly aimed at physicians but with critical care involvement. To pre-empt this, if you are already in this situation and it works (or doesn't), or if your Trust is considering these changes I would like to hear from you. I hope some of you saw and commented on the Advanced Critical Care Practitioner document on the DH website. The discussion period is now closed and we are reviewing the feedback, as a result of which necessary changes will be made before a final version of the document is produced. Work on the Assistant Practitioner document was shelved because it was going to be incomplete when the money for the New Ways of Working in Critical Care Programme finished at the end of September.
We have now secured funding to complete the Framework document and hope to have that available in the next few months. The 2 roles seem to both be necessary on our units, though from my point of view I wish we had more Advanced Practitioners in training now. I am worried that we are facing a skills gap in our units as the trainees attached there from F2 and Acute Care Common Stem training are more junior and coming to critical care for training rather than service. I think practitioners could help us plug that gap, but the lead-time will be long and August 2007 is approaching fast.
The initial versions of the Mental Capacity Act appeared to have dire implications for the future of research in emergency patients and the critically ill. David Menon has worked tirelessly to inform those responsible for the development of the Act, and it would now appear that his efforts have been successful in ensuring that these potentially major unintentional consequences have been resolved. The Society will be producing advice on the workings of the Act before its implementation in April 2007.
The change in the emphasis on patient consent for organ donation is another hot topic. From informal discussions around the country it is my perception that nothing will really change; if a family are very opposed to donation despite the patient having giving their prior consent I doubt that intensivists will go ahead with organ procurement against their wishes. Kevin Gunning is the Society representative on the Donor Liaison Group, and if you have problems with this, or comments that you wish to make he would like to hear from you. The Potential Donor Audit again raised the spectre of the naughty intensivists not delivering up all potential organs, and I did receive some correspondence asking quite what the Society was going to do about this 'negligent' behaviour. I have struggled with a reply, and if there are any volunteers to help me complete it ……………..! The Director of Research and UK Transplant are about to initiate a trial of collaborative consent for organ donation -the ACRE project -which is summarised in this edition. The Society totally supports donation but I think I probably speak for all our members in saying that we don't like being accused of negligently depriving potential recipients of organs.
And now I am saving the best 'til last and I hope you are still reading. For many years it has been the aspiration of Intensive Care Medicine to have its own Faculty or even College. Maybe now the time is right to consider this seriously. The Intercollegiate Board is a mature organisation with a recognised role and clear responsibilities; the Society is (I hope) a well-respected body representing the views of the clinicians in the specialty; we are poised to develop a potential single specialty Critical Care Certificate of Completion of Training. The specialty is coming of age. There is a lot of work to be done and discussions to be had, but there is broad support from both the Colleges of Anaesthesia and Physicians of London. So what do you, the members think? Is it a good idea? Do you support it? And the big one -'should the Board and the Society merge to form a Faculty (as the Emergency Medicine Faculty and Association are doing to form a College) or remain as 2 separate entities as in the Australian model?'
We will of course have a more formal consultation process with our members as the idea crystallises out, but in the meantime do talk about it in your units and tell us your thoughts.
So back to the hotel room. Tomorrow I am going on a site visit to a hospital applying to be part of the Health Foundation/ Institute of Health Improvement Safer Patients Initiative.. This is a new experience for me and one where I hope I can learn as well as help. This job throws new challenges and problems at me all the time, but it's still fun and I feel honoured to be doing it.
A Batchelor

